It takes multiple deaths in a rail crash, an aircraft disaster, a motorway pileup or grossly abnormal weather conditions for death or injury due to accident to be news, yet every day in Great Britain there are 40 deaths ascribed to accidents.
Why does society accept with so little protest 14 500 deaths a year, over 2% of all deaths, and a waste of 215 000 years of working life each year (more than from ischaemic heart disease)? One third ofthe deaths are attributed to accidents in the home, mainly among old people and children. A third of the deaths arise from road traffic accidents, mainly in the 15-24 age group where 38% of all male deaths are due to this cause compared with 1% of deaths at all ages. Why does the suffering and social cost of the many nonfatal accidents and the disabilities arising from them have so little impact?
Why does the medical profession not protest at the use or misuse of NHS resources from 545 000 inpatient discharges a year, including deaths in hospital, following injury with an average daily bed occupancy of 13 500? The 850 000 bed nights occupied each year by road casualties alone would certainly help with waiting lists and the resources used for the treatment of temporary and permanent disabilities could be better utilized.
Much has been done to reduce the toll of accidental death in the last 20 years. The crude death rate from accidents per million population fell from 400 to 300 from 1965 to 1985. Deaths from motor vehicle accidents fell from 155 to 102 in the same period though the figure was 97 per million in 1950. At the same time there has been an increase of a quarter in the number of inpatient discharges following accident. This latter increase must be partly due to improvements in treatment so that more seriously injured people are surviving, but it also suggests that more injured people are being admitted because techniques offer an improved end result from treatment.
The public apathy about the public health problem of death and injury due to accidents is in remarkable contrast to the concern about AIDS or drug addiction. Public apathy can be dispelled by the medical profession taking the lead in urging adequate health education or legislation, where necessary, as has been shown in the campaign to reduce smoking and in the legislation for the compulsory wearing of seatbelts.
The Medical Commission on Accident Prevention was set up nearly 25 years ago by Royal Colleges following the initiative of His Royal Highness The Duke of Edinburgh with the wholehearted support of the Royal College of Surgeons. Its purpose is to serve as a medical advisory body and to foster research into the medical, physiological and psychological aspects of accident prevention. It has the continued support, The Commission believes that the profession might now wish to lead public opinion to demand more action in the prevention of accidents generally. Much of the future action would need to be based on more accurate information on the underlying causes of accidents and the nature and outcome of the injuries arising from them.
To The Proceedings of this symposium have now been published by HMSO1. It contains an abridged version of a precirculated position paper on what has been achieved in accident prevention during the last 25 years, what the present position is and what the problems are to be overcome. It also contains the texts of four presentations on 'Action on -The mechanisms of injury; Attitudes to risk-taking; Behaviour leading to accidents; and Abuse ofalcohol relatingto accidents' and an edited version ofthe free ranging and valuable discussion which ensued. Subsequently, the Colleges and Faculties supported a Resolution which arose out of the consensus reached at the meeting. The Resolution states:
That this College (Faculty), as a representative ofthe medical and surgical community, regards the toll of unnecessary accidents as intolerable in human and financial terms and urges Government to take positive steps to reduce this toll; in particular the College (Faculty) regards it as urgent (i) to increase public awareness of risks; (ii) to improve the collection of data and its evaluation; (iii) to increase relevant medical research by the medical community. To this end the College (Faculty) will be ready to discuss with the Medical Commission on Accident Prevention and the Department ofHealth, on the basis ofthe Report and findings ofthe Colloquium held on the 26 March 1987, specific ways in which it could co-operate in the promotion ofthese objectives.
The Commission hopes that this initiative will result in the medical profession taking the lead in tackling the causes of and the results of accidents and in mobilizing public opinion for any changes in social activity which may be indicated. There are many topics for research: for instance, how much permanent disability of social importance results from injuries of what types; are there any means of identifying amongst the ageing those who are more likely to have falls in the home; does alcohol play as important part in the causation of accidents at work, in the home and at leisure as it does in accidents on the road; to what extent does alcohol influence recovery from injury; are there other medical factors in behaviour leading to accidents and can attitudes to risk taking be modified so that behaviour leading to accidents is changed? In addition, how can clinicians be encouraged to take special interest in the prevention of the injuries they treat?
'Strategies in Accident Prevention' also includes the Commission's own Action Proposals which include seeking initiatives in improving data collection in order to identify risk factors; seeking to encourage the Colleges and Faculties to identify specific research projects in accident prevention, the reduction of severity of injuries arising from accidents and disabilities arising from injuries (little is known about the proportion of accident victims who develop permanent disabilities) and to encourage increased awareness amongst doctors of how they can advise their patients on how to avoid accidents and mitigate injuries.
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In 1879 Robert Louis Stevenson wrote, 'For my part, I travel not to go anywhere, but to go. I travel for travel's sake. The great affair is to move'1. Little could he have realized how pertinent his comment would become in 1988. The numbers of international travellers continue to rise annually, the World Tourism Organization recording a provisional figure for 1985 of 325 million international tourist arrivals worldwide2. Whilst the less developed nations have the highest growth rates within this field, the developed countries also share in the reciprocity of more arrivals from abroad each year. This is especially true for a cosmopolitan centre of world travel such as London. The importation of infection by travellers has been recognized since before 1377 when ships arriving into ports of the Venetian Republic were kept at a distance and travellers detained in isolation for 40 days (quaranta giorni) before they were allowed to proceed to their final destination3 -the origin of the concept of quarantine. More recently analysis of laboratory reports on isolates of pathogens from travellers collated at the Communicable Diseases (Scotland) Unit show a four-fold increase in the annual total between 1975 and 1985. During this period the proportion of isolates from travellers who were holidaymakers increased from 62% to 86% and the total number of reports attributed to this group increased six-fold. Over the same decade cumulative review ofthe pathogens isolated reveals that infections associated with inadequate food handling and poor water supply or sanitation accounted for 87% of the reports.
Several international studies have looked at illness occurring in returning travellers, which show that younger age groups (specifically those aged from 20-29 years), less frequent travellers, and those experiencing the greatest climatic and cultural contrast to their home country are most at risk, with attack rates of up to 40%4-6. The consumption of uncooked or under-cooked foods, the presence of endemic parasitic, arthropod-borne and other infections, and an inadequate sanitation infrastructure, all play a part in the transmission of infectious agents in a developing country with a hot climate. These factors are largely irrelevant in the context of visitors to the UK with its historically mature urban planning, and its temperate climate which favours a diet of hot cooked foods. Nevertheless, the exposure to unfamiliar infectious agents, a differtig immune experience to the indigenous population and the stress of travel, Western culture and city living all have an impact on the health and wellbeing ofthe visitor from outside the more developed countries.
There is scant information about travellers taking ill or requiring hospitalization whilst abroad in the host country. In a pilot study on 355 multinational visitors to Scotland in 1980, 19% reported illness (almost equal numbers with respiratory and alimentary symptoms, 27% and 25% respectively) with a small preponderance of illness amongst females in the 20-39 age group, and no correlation demonstrated between illness and the visitor's country of origin7.
This issue of the JRSM carries a review by Fuller et al. of overseas visitors admitted to a London hospital during 1986. It is of interest to note that infections accounted for 43% of the diagnosesthe largest single group, that many of these were tropical, and that overall those aged from 21-40 years were the most represented age group, not dissimilar to the pattern seen in returning UK travellers. Recently available figures (1985) for admissions to the infectious diseases wards at Ruchill Hospital (the major ID facility for Greater Glasgow) show that 6% of the 1265 admissions were travel associated, Asian males accounting for >1 in 3 of the total. Travel to the Indian subcontinent was associated with 60% of the admissions, the 20-29 year age group had the highest representation (25%), and whilst alimentary symptomatology accounted for 38%, the largest single diagnosis was malaria (37% of the total).
Taking this information as a whole gives a perspective ofthe economic, cultural and social repercussions, and the medical, epidemiological and medico-legal consequences of the problem of travel-associated illnesses. It also suggests that the health care services of the developed countries will increasingly need to take account of such illnesses as the greater 0141-0768/88/ 050250-02/$02.00/0 © 1988 The Royal Society of Medicine
